We review our ten year experience with 278 patients treated by continuous ambulatory peritoneal dialysis (CAPD) in our environment. The number of patients increased from 9 in 1979 to 77 in 1988. 29.5% of patients remained on CAPD, 7.5% had been transplanted, 21.5% were transferred to haemodialysis, and 39.2% died. Peritonitis was the major cause of technique failure, occurring with a mean incidence of 2.6 episodes/patient year. Most new patients were started on CAPD as first choice, largely because of inadequate haemodialysis facilities. Two year actuarial technique and patient survival was 50% and 80% respectively. Despite suboptimal technique survival, CAPD is fulfilling an important role in Natal, where a large number of patients with end stage renal failure would otherwise be rejected.
South Africa is a country of economic contrasts, where first and third world medicine are being practised side by side in all the major hospitals. The practice of dialysis and renal transplantation in such a setting poses a dilemma for doctors and health authorities. In Durban, our renal unit is the only major chronic dialysis centre in Natal. It serves a population of ± 6 million people, mostly blacks (78%) living in third world conditions. Because of financial constraints we cannot offer renal replacement therapy to most of our socio-economically deprived patients. Consequently only 2 per million population (PMP) in Natal on chronic dialysis are blacks, compared to 20 PMP of "mixed" racial origin, 55 PMP Indians and 59 PMP whites (1). To alleviate this situation we started a CAPD program in May 1979 to treat patients who would otherwise have been rejected (2) . In this study we attempted to ascertain the viability of CAPD over the first ten years of its existence at our centre.
MATERIALS AND METHODS
Between May 1979 and December 1988 a total of 278 patients, representing the four racial groups in Natal began CAPD. Our initial four year experience was documented by Parsoo et al. The relevant data pertaining to patients who were accepted between May 1983 and December 1988 was obtained from records at our unit. We examined annual patient numbers, including a racial breakdown, percentage of dialysis patients on CAPD, eventual patient outcome, reasons for abandoning the procedure, incidence of peritonitis, length of hospitalisation, percentage of patients placed on CAPD as first choice, and a two year actuarial patient and technique survival.
RESULTS
The number of patients on CAPD increased dramatically, from 9 in 1979 to 77 in 1988. Most patients were whites or Indians, although we began accepting more blacks from 1985. A detailed racial distribution of our patients is available from 1983 and is illustrated in Table I. The percentage of dialysis patients on CAPD increased steadily, with a peak of 69% in 1985. At the close of the analysis, 29.5% of all entered patients (278) remained on CAPD (n = 82), 7.5% had received transplants (n = 21), 21.5% were transferred to haemodialysis (n = 60), 2.3% were transferred to other dialysis centres (n = 6) and 39.2% died (n = 109) (Tab. II).
Peritonitis was the major cause of technique failure, accounting for 57.8% of cases. 15.7% developed abdominal complications (hernias and tract abscesses), 5.2% developed other CAPD related complications' (hydrothorax, hydrocoeles), 10.5% were inadequately dialysed and 10.5% were unable to cope with the procedure.
Between 1979 and 1983 the incidence of peritonitis was 2.72 episodes per patient year (2) . Since then the incidence has ranged between 2.09 in 1985 and 3.1 episodes in 1987 and 1988 (Tab. III). Mean incidence 
DISCUSSION
Since 1983 more than half of our dialysis patients have been maintained on CA~.
Most patients began CAPO as "first choice as a direct consequence of inadequate haemodialysis facilities.
The vast majority of our population in Natal are blacks, most of whom reside either in a rural environment or in peri-urban areas lacking basic ablution and sanitary facilities. For this reason our initial experience with CAPO in these patients was poor (2) . We therefore realised that we had to include an "acceptable" socio-economic status to the list of other desirable attributes for CAPO to be a success, i.e. motivation, dexterity and good eyesight (3). Although our experience with black patients has since improved, our acceptance rates remain unacceptably low at 2 PMP. Table II demonstrates the eventual outcome of our 278 patients over the ten year period. As recommended by Nolph (4), we decided to define technique failure as the percentage of patients who were transferred to haemodialysis. Death, kidney transplantation or recovery of renal function were not considered as drop-out events. In this context 21.5% of our patients experienced technique failure over the period of analysis.
Most of these patients (57.8%) developed severe peritonitis. Another 15.7% developed abdominal complications such as resistant exit-site infections, tract abscesses and hernias. Infection therefore, in one form or another, was the most important cause of technique failure in our patients; and our mean incidence of peritonitis of 2.6 episodes per patient per year is far higher than the reported incidence from the United States National CAPO Registry (1.4 episodes per patient per year). This fact is of concern as a high incidence of peritonitis is not conducive to long term membrane survival (4) .
In the pathogenesis of CAPO associated peritonitis, the most important cause remains contamination of the connection between the dialysis bag and the connecting tube leading to the peritoneal cavity. At the time of this study we had not yet acquired the Yset disconnect system which has been associated with a marked reduction in peritonitis rates and improved technique survivals (5) .
Other important factors in the aetiology of CAPO peritonitis are patient training, medical and nursing competence and experience, the availability of an area to teach and perform CAPO, and the enthusiasm of a multidisciplinary team (6) . All of our patients undergo rigorous screening by a multidisciplinary team comprising physicians, nursing staff, social workers, psychologists and a psychiatrist prior to being accepted for CAPD. Home visits are also carried out to ensure that there is no overcrowding and that ablution facilities are adequate. All patients are trained and supervised in a renal clinic/ward by experienced nurses working exclusively in the field of CAPD. Nonetheless, the entry of many poor candidates probably accounts for our high incidence of peritonitis. Interestingly, morbidity as reflected in duration of hospitalisation revealed no significant difference between CAPD and haemodialysis (14.3 and 12.4 days/ patient year of treatment respectively). Our actuarial 2 year patient survival was 80%. Technique survival was only 50% delete.
Finally, we believe that quality of life is an important determinant of the success or otherwise of any therapeutic procedure employed in the care of terminally ill patients. This is of particular relevance in South Africa where the limitation of resources has led to costeffectiveness, and to the very concept of dialysis and renal transplantation being seriously questioned.
Several studies have addressed this issue (9, 10) including one done in our unit by Seedat et al (11) in 1985. Most quality of life studies are unanimous in that transplant patients fare the best, functioning at nearly "normal levels". In centre haemodialysis patients appear to be least well, with CAPD and home haemodialysis patientsintermediate (9) . The results were similar in our study (11) , although the majority of our patients in all treatment groups reported a high degree of perception of life satisfaction. It must be borne in mind however, that our patients represent a highly selected group, and that renal failure patients who are unsuitable for transplantation (those with cardiovascular disease, multi-system disorders) are invariably not offered treatment.
